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Abstract

Background: There is evidence that community-based palliative care programmes can improve patient outcomes and caregiver
experiences cost-effectively. However, little is known about which specific components within these programmes contribute
to improving the outcomes.
Aim: To systematically review research that evaluates the effectiveness of community-based palliative care components.
Design: A systematic mixed studies review synthesising quantitative, qualitative and mixed-methods study findings using
Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines. PROSPERO: ID # CRD42022302305.
Data sources: Four databases were searched in August 2021 (CINAHL, Web of Science, ProQuest Federated and PubMed
including MEDLINE) and a close review of included article references. Inclusion criteria required articles to evaluate a single,
specific component of a community-based palliative care programme either within an individual programme or across several
programmes.
Results: Overall, a total of 1,674 articles were identified, with 57 meeting the inclusion criteria. Of the included studies,
21 were qualitative, 25 were quantitative and 11 had mixed methods. Outcome measures consistently examined included
patient/caregiver satisfaction, hospital utilisation and home deaths. The components of standardised sessions (interdisciplinary
meetings about patients), volunteer engagement and early intervention contributed to the success of community-based
palliative care programmes.
Conclusions: Certain components of community-based palliative care programmes are effective. Such components should
be implemented and tested more in low- and middle-income countries and key and vulnerable populations such as lower-
income and marginalised racial or ethnic groups. In addition, more research is needed on the cost-effectiveness of individual
programme components.
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Key Points

• Standardised sessions, volunteer involvement and early intervention are beneficial aspects of community-based
palliative care.

• There is a paucity of research on individual community-based palliative care components in low- and middle-income
countries.

• Future community-based palliative care programmes would benefit from standardised sessions to provide consistent
training.

• Volunteers can be an effective addition to the community-based palliative care team when properly trained and supported.
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• Future research on community-based palliative care components should strive to incorporate cost-effectiveness as an
outcome.

Introduction

With a rising prevalence of chronic disease extending illness
periods for populations worldwide, the need for palliative
care is growing [1]. Research projects that the need for
palliative care globally will almost double by 2060 due to
the increase in health-related suffering, with the largest rise in
such suffering occurring in low-income countries [2]. With
half of the world lacking access to essential health services,
many of which can be costly [3], providing palliative care
in the community or at home is essential. This is especially
true for low- and middle-income countries where access to
pain medications is lower than for high-income countries
and the socio-cultural belief system may not regard palliative
care [4].

Palliative care often includes considering social services
needs beyond that of traditional clinic-based services. At
its centre, palliative care prevents and relieves suffering for
individuals with advanced chronic illness or life-limiting
conditions and focuses on the physical, psychosocial or spir-
itual aspects of care [1]. ‘Community-based palliative care’
is a delivery model that integrates such care across inpatient
and outpatient care settings. Specifically, community-based
palliative care ‘seeks to integrate palliative and serious illness
care with local health care systems’ [5]. The World Health
Organization has emphasised the importance of integrating
palliative care into primary care and community and home-
based care to make such care accessible and sustainable [1].

Interventions providing palliative care have been shown
to improve both quality and cost outcomes [6]. A global
systematic review of holistic community-based palliative
care programmes found they increased the likelihood of
dying at home and reduced costs [7]. That studies in that
review examined place of death is not surprising because
research shows most individuals would prefer to die at home,
and place of death is a common way to measure quality in
end-of-life care [8, 9]. Relatedly, avoiding hospitalisations
has also been viewed as higher quality in end-of-life care
since symptoms that cause such admissions can often be
relieved at home [10, 11]. While existing research highlights
the general overall value of comprehensive community-
based palliative care programmes, there is a lack of studies
examining the effectiveness of specific components found
within community-based palliative care offerings. More
clarity about particular components could help providers
better determine which facets of community-based palliative
care to implement. In addition, more information about
how the community-based palliative care components work
for certain groups (e.g. key and vulnerable populations,
specific countries) will inform policymakers making funding
allocation decisions regarding resources for seriously ill
people. Key and vulnerable populations are groups at higher
risk for poor health care outcomes or that lack access to

health services due to biological, behavioural, social or
structural factors. Increasing the knowledge about such
groups related to community-based palliative care may
help reduce existing inequalities in health care access and
quality.

Aims

A previous systematic review examined the overall effective-
ness of community-based palliative care programmes [7].
The review highlighted the need for a deeper understand-
ing of the specific components within programmes that
could contribute to overall effectiveness. This systematic
review is a complementary follow-up with the novel objec-
tive of thoroughly synthesising quantitative and qualitative
research examining specific component effectiveness within
community-based palliative care programmes. We aimed
to determine what components of community-based pal-
liative care have been examined in peer-reviewed literature
for effectiveness. We also aimed to ascertain what specific
outcome measures were examined, the reported results, and
whether costs or key and vulnerable population outcomes
were included in the analysis.

Search strategy and selection criteria

Review questions

Our systematic review design followed the recommendations
from the Cochrane Handbook for Systematic Reviews
of Interventions [12]. We first developed our questions,
including a rationale. In developing our research questions,
we applied the FINER criteria, ensuring our questions
were Feasible, Interesting, Novel, Ethical and Relevant
[13]. Conversations with stakeholders and the existing
literature helped inform our research questions. Specifically,
conversations with hospice policy leaders highlighted
the need for a more evidence-based understanding of
which components within community-based palliative care
programmes are most effective. A review of the literature
confirmed this gap exists within academic research.

Search strategy

The systematic review study protocol is registered at PROS-
PERO (CRD42022302305). Using the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA)
guidelines [14], we conducted database searches for full-
length articles published through August 2021. We searched
the four databases of CINAHL, Web of Science, ProQuest
Federated and PubMed including MEDLINE. The search
string is presented in Appendix 1.
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Figure 1. PRISMA flow diagram.

Inclusion/exclusion criteria

The articles had to evaluate a single, specific component
of a community-based palliative care programme (e.g.
music programme and telehealth service). An article was
excluded if it examined a comprehensive community-
based palliative care programme with multiple compo-
nents holistically. Such programmes were examined in
a separate review [7]. Both qualitative and quantitative
analysis articles were included. Articles could examine the
single component within an individual community-based
palliative care programme or across several programmes.
Articles that described components without any form of
evaluation were not included. Review articles were also
excluded.

Extraction process

At least two researchers independently examined the titles
and abstracts of all articles for possible inclusion. Any dis-
agreements defaulted to accessing full-text articles. At least
two researchers independently read through the full-text arti-
cles to determine study inclusion. We solved disagreements
at this level with discussions involving all researchers.

For the included articles, at least two researchers inde-
pendently extracted key information, including the type of
study, the component examined, country, disease focus (if
applicable), age of patients (if applicable), programme(s)
studied, outcomes measured and reported outcome success.
We also noted whether costs were examined and if key and
vulnerable populations’ outcomes were analysed.
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To provide the reader with a critical appraisal of the
included studies, we noted study quality as high, medium
or low based on criteria outlined in the Mixed Methods
Appraisal Tool version 2018. This tool appraises the quality
of the methods used for qualitative, quantitative and mixed-
methods studies [15]. The quality assignment depended
on the percentage of methodology criteria met, with low-
quality studies meeting under 75%, medium-quality studies
meeting between 76 and 86%, and high-quality meeting
87% and above [16]. The researchers resolved any extraction
result differences through discussion.

Results

Search results

A total of 1,674 articles were initially retrieved from
PubMed, CINAHL, ProQuest Federated and Web of
Science. Following PRISMA guidelines [14], the researchers
reviewed the references of the retrieved articles, resulting in
an additional 25 articles for screening. Figure 1 highlights
the selection process as suggested by PRISMA guidelines
[14]. Table 1 presents the study characteristics. In addition,
Tables 2 and 3 summarise the included 25 quantitative and
21 qualitative research articles, respectively, sorted by the
main component examined. The 11 mixed-methods articles
appear in both tables. The supplementary file includes more
detailed information about all the articles. We present the
following results by the types of community-based palliative
care components examined and indicate the direction of
effect for the quantitative studies. Note that three articles
are dated 2022 because they were published in journal issues
after being published online first by August 2021.

Early community-based palliative care intervention

Five studies examined early community-based palliative
care interventions, all from high-income countries. For all
these studies, ‘early’ was in advance of a patient needing
to make final decisions regarding palliative care. Three of
the studies framed early in terms of time before death (2
or 3 months, depending on the study) [17–19]. The other
two studies stated that early intervention happened before
the individual’s disease continued to progress [20, 21]. All
five studies showed that intervening early with palliative
care is generally positive for patients. For groups with early
community-based palliative care intervention, emergency
department use was lower [17, 18], acute care stays in
the last 2 weeks of death was lower [19] and symptom
distress/HIV self-management understanding 9 months into
the programme improved compared to the beginning of the
programme [20].

Education

Eleven studies examined educational interventions. Seven
different types of learners were the recipients of education
in the studies. The learners were community nurses [22],

Table 1. Characteristics of the studies
All studies Number of studies (n = 57)
Country economies
Low-income and lower-middle-income 1 (1.8%)
Upper-middle-income 1 (1.8%)
High-income 55 (96.4%)
Study quality
Low 8 (14.0%)
Medium 19 (33.3%)
High 30 (52.6%)
Key and vulnerable populations controlled
for or studied∗
Rural 15 (26.3%)
Lower-income 9 (15.8%)
Marginalised racial or ethnic groups 9 (15.8%)
Component examined∗
Early intervention 6 (10.5%)
Education 11 (19.3%)
Innovative approaches (roles) 12 (21.1%)
Innovative approaches (services) 9 (15.8%)
Standardised sessions 6 (10.5%)
Telehealth 7 (12.3%)
Volunteers 9 (15.8%)
Quantitative studies Number of studies (n = 36)
Outcome measures∗
Advance care planning 3 (8.3%)
Costs 3 (8.3%)
Death location 7 (19.4%)
Hospice utilisation 5 (13.9%)
Hospital utilisation 12 (33.3%)
Knowledge 14 (39.0%)
Quality of life 6 (16.7%)
Symptoms 8 (22.2%)
Qualitative studies Number of studies (n = 32)
Participants∗
Caregivers and family members 13 (40.6%)
Healthcare providers 21 (66.0%)
Patients 9 (28.1%)
Volunteers 5 (15.6%)

Note: Percentages might not add to 100% due to rounding; mixed-methods
studies included in both qualitative and quantitative categories. aSome studies
include multiple categories, resulting in percentages not adding to 100%.

volunteers [23], a variety of types of direct care providers
[24, 25], students in health-related fields [26, 27], com-
munity physicians [28, 29], geriatric case managers [30]
and health care aids [31, 32]. Over half of the educational
interventions trained non-palliative care-focused health care
providers about palliative care [24, 25, 29–32], while two
trained students (nursing students [26] and medical residents
[27]) about palliative care. Another intervention focused on
teaching community nurses knowledge and skills to help
individuals die with dignity in Ireland [22]. Finally, an
intervention in Canada taught community-based palliative
care programme volunteers about end-of-life phenomena
[33]. All six studies that quantitatively examined educa-
tion approaches found that knowledge increased for the
learners [22, 24, 26, 27, 30, 33]. Two of these studies
also found that the interventions increased competence or
skill [22, 24].
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Table 2. Summary of quantitative article outcomes

Advance
care
planning

Costs Death
location

Hospice use Hospital use Knowledge Quality of
life

Symptoms

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Early intervention
McNamara (2013) [18] Y
Webel (2018) [20] N M N M
Wright (2018) [17] Y M
Qureshi (2019) [19] Y
Mittmann (2020) [82] Y Y
Education
Connolly (2018) [22] Y
Gardner∗ (2022) [30] M
Harrison∗ (2016) [27] Y
Kelley (2004) [24] Y
Pesut∗ (2015) [26] Y
Claxton-Oldfield (2022) [33] Y
Innovative approaches (service)
Carey (2017) [54] [respite service] Y M
Ghesquiere (2018) [60] [ageing services
palliative care screening tool]

Y

Itoh (2021) [63] [financial incentives for
advanced care management]

N

Landers (2014) [62] [portable
ultrasonography]

Y

Wowchuk (2009) [61] [palliative medication
kit]

Y

Murakami (2018) [25] [community outreach,
information sharing and education
programme]

Y

Innovative approaches (personnel role)
Daley∗ (2006) [66] [heart failure nurse-led
collaboration]

N

Fedel∗ (2021) [67] [nurse specialist
collaboration role with palliative care]

N

Fischer (2018) [70] [culturally tailored
patient navigator]

Y N N N N

Moreton (2020) [64] [nurse-led specialist
community palliative care model]

Y Y M N

van de Mortel (2017) [68] [general
practitioner communication palliative care
team facilitator]

Y Y

Sussman (2011) [65] [oncology nurse-led
coordinator]

Y

Standardised sessions
Burnod (2012) [40] Y
Di Pollina (2017) [41] Y Y N
Abernethy (2013) [28] Y Y N
Fletcher∗ (2008) [83] Y
Spettell (2009) [42] Y Y
Telehealth
Jiang∗ (2020) [36] Y M
Nguyen (2020) [39] Y N N
Riggs (2017) [38] Y
Saysell∗ (2003) [37] N
Tieman (2016) [34] Y
Volunteers
Lee∗ (2020) [45] Y
Luijkx∗ (2009) [46] Y
Pesut∗ (2018) [47] Y

Y = approach significantly improved outcome, N = approach did not significantly improve outcome, M = approach had mixed results on outcome. The studies are
listed under their main component of focus; therefore, the total study counts may not exactly match those of the ‘Component examined’ section of Table 1. aStudies
are both quantitative and qualitative.
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Table 3. Qualitative study result summary

Caregivers and family
members

Healthcare providers Patients Volunteers

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Early intervention
Akyar (2019) [21] Y Y
Education
Gardner∗ (2022) [30] M
Hall (1998) [29] M
Harrison∗ (2016) [27] Y
Ingleton (2011) [32] Y Y
Naicker (2016) [31] Y
Pesut∗ (2015) [26] M M M
Innovative approaches (service)
Bracken (2011) [58] [palliative care needs
assessment tool]

N

Carey (2016) [53] [respite service] M M M
Cortis (2017) [57] [medication management
service]

Y

Horseman (2019) [59] [caregiver needs assessment
tool]

M

Lindenfelser (2008) [55] [paediatric music
therapy]

Y

Spelten (2019) [56] [after-hours nurse service] Y M
Innovative approaches (personnel role)
Daley∗ (2006) [66] [heart failure nurse-led
collaboration]

Y

Fedel∗ (2021) [67] [nurse specialist collaboration
role with palliative care]

Y

O’Connor (2011) [69] [pharmacists’ role in
community-based palliative care]

M

Percival (2014) [71] [domiciliary care workers’
role in palliative care team]

Y Y Y

Standardised sessions
Fletcher∗ (2008) [83] Y
Kramer (2014) [43] M
Telehealth
Collier (2016) [84] Y
Hughes (2011) [35] M
Jiang∗ (2020) [36] Y Y
Saysell∗ (2003) [37] M
Volunteers
Allen (2016) [44] M
Claxton-Oldfield (2010) [50] Y
Lee∗ (2020) [45] Y
Luijkx∗ (2009) [46] Y
Pesut∗ (2018) [47] Y Y Y
Pesut (2020) [51] Y M Y Y
Subramanian (2022) [48] M M
Warner (2021) [52] M
Weeks (2008) [49] Y

Y = overall positive feedback, M = mixed positive and negative feedback, N = overall negative feedback. aStudies are both quantitative and qualitative.

Telehealth

Seven studies examined telehealth programmes, all from
high-income countries. Three of four Australian studies
were acceptability or feasibility studies. These acceptability
and feasibility findings were positive [34–36], suggesting
that future telehealth efficacy studies should be conducted.
One older, low-quality study from the United Kingdom
used mixed methods to examine telehealth to facilitate
communication between nurses and palliative medicine

specialists [37]. Another examined telephonic outreach
by a nurse after an individual had been referred to a
community-based palliative care programme finding that
over half of the patients who enrolled in palliative care
did so after telephonic outreach without an in-person visit
[38]. Another study examined a programme that used
patient/physician video consultation while a nurse was in the
patient’s home but ended early, partly due to low video visit
uptake [39].
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Standardised sessions

Six studies from high-income countries examined the incor-
poration of standardised communication sessions among
community-based palliative care team participants. Stan-
dardised sessions broadly included any consistently sched-
uled interdisciplinary team meetings discussing patients.
These sessions varied in design specifics but usually started
with an initial session during the introduction of a patient
into the programme and then consistent, planned meeting
times for community-based palliative care staff to come
together and discuss patient-related concerns. While the
initial meetings at times included patients, the following
sessions typically involved physicians, nurses, social workers
and other programme providers discussing the patient. This
categorisation summarised specific organisations’ attempts
to have health care providers work across silos within pal-
liative care.

The quantitative research examined standardised sessions
between community-based palliative care programmes and
prehospital emergency services personnel [40], a geriatric
unit home evaluation and follow-ups [41], doctors, patients
and/or caregivers, and palliative care nurses [28], and case
managers establishing an initial outreach call and planned
follow-ups [42]. Most reported positive results, including
an increase in respecting a patient’s life will [40], home
deaths [41] and hospital utilisation rates [28, 41, 42]. A
randomised controlled trial study that tested adding a single
interdisciplinary case conference after referral to palliative
care was the only quantitative standardised sessions study
to examine quality of life, for which it reported no positive
impact [28]. The one qualitative study on this topic reported
that interdisciplinary teams primarily benefited from con-
sultation sessions with social workers and hospice registered
nurses but noted communication challenges regarding best
practises [43].

Volunteers

Nine studies examined aspects of volunteerism within
community-based palliative care programmes. Almost
all reported overall positive experiences of volunteer
involvement within programmes from the perspective
of the volunteers [44–48], the patient/caregivers [45–
50] and involved medical professionals [51, 52]. One
study from India highlighted mixed results of volunteer
interactions from the patient’s perspective noting that
patient dissatisfaction might result from other barriers
preventing volunteer success [48].

Innovative approaches: service provision

Twelve studies across seven high-income countries examined
innovative service provision approaches within community-
based palliative care programmes. This category included
studies examining types of services described as either unique
or not always occurring within community-based palliative
care programmes. Of the studies reporting positive results,
two stated positive outcomes related to cost-effectiveness,

patient/caregiver satisfaction and hospitalisation rates result-
ing from a rural Australian respite service within a pro-
gramme serving a rural, vulnerable patient population [53,
54]. Three other Australian qualitative studies reported pos-
itive outcomes related to various forms of service provision.
First, an interview-based study of music therapy within
a paediatric community-based palliative care programme
reported a high level of satisfaction from bereaved mothers
[55]. Another study found positive family caregiver expe-
riences with a 24/7 nursing care component of a rural
programme [56]. Last, a study reported the potential to
improve swallowing and digestion issues as well as reduced
falls by including a medication management system within
a programme [57].

Other innovative service approaches reported mixed
results. Two qualitative studies reported nurses’ mixed
perspectives related to using a needs assessment tool
within programmes in Ireland [58] and Scotland [59].
In addition, a small US pilot study did find a palliative
care screening tool to be acceptable and feasible within
programmes but noted room for improvements with respect
to provider training and consistency of use [60]. A Canadian
study examining the provision of palliative medicine kits
noted an increase in home deaths but noted the need
for cost-effectiveness research [61]. The use of portable
ultrasonography for cancer patients in need within a
New Zealand community-based palliative care improved
symptoms including level of pain and shortness of breath
for several patients in the study and was suggested to
provide cost savings although no cost details were shared
[62]. One Japanese study noted that financial incentives
for advanced care management did not improve the
progression of care-need levels [63]. Another Japanese article
highlighted the success of a comprehensive community-
based palliative care awareness-enhancing programme on
the number of home deaths but did not examine the
cost-effectiveness [25].

Innovative approaches: personnel roles

Eight studies from high-income countries examined specific
personnel roles and their impact on community-based
palliative care outcomes. This category included studies of
different types of roles that were described as unique or
not always occurring within community-based palliative
care programmes. Four studies specifically looked at various
nurse-led programme roles. Of these, the studies examining
quality of life reported no improvements from such
programmes [64, 65]. One study noted improvements in
home deaths [64], while another reported no change in
this outcome [66]. Similarly, hospital utilisation rates did
not improve for two of the nurse-led programmes studied
[64, 67] but did in another study [65]. Qualitative research
showed that both patients and staff were highly satisfied with
these programmes [66, 67].

Four studies examined outcomes related to various other
roles within a community-based palliative care programme,
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Table 4. Results and relevance to practise

Programme component Results Relevance to practise
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Early intervention —Lower emergency department use

—Fewer acute care stays
—Symptom distress/disease understanding
improved

Start palliative care as soon as it is apparent the patient needs
such services

Education —Increased learner knowledge
—Increased learner competence or skill

Train palliative care team members, volunteers and students
in palliative care topics; it may improve their knowledge,
confidence and skills

Telehealth —Using telehealth is feasible and acceptable
—Increased patient access to services
—Improved patient satisfaction

Use telehealth to potentially augment palliative care services,
being mindful of facilitating access to such services by
making technology training and electronic devices available

Standardised sessions —Increased respecting patient’s life will
—Increased home deaths
—Lower hospital utilisation rates

Conduct interdisciplinary team meetings that are planned in
advance and focus on patient-related concerns

Volunteers —Positive experiences reported by volunteers,
patient/caregivers and medical professionals

Engage and train volunteers to assist with palliative care to
increase and enhance the provision of services

Innovative approaches (service provision) —Overall, positive experiences were reported by
patients/caregivers

Testing innovative approaches (e.g. music therapy) in
community-based palliative care may lead to improvements
in outcomes and patient and caregiver experiences

Innovative approaches (personnel roles) —Overall, a lack of improvements Establishing new types of personnel roles within
community-based palliative care may not be the best use of
resources until further research can determine the value of
specific roles

including having a practitioner-leader [68], a pharmacist
[69], a culturally competent patient navigator [70] and
domiciliary workers [71].

Discussion

Main findings

This systematic review reveals that certain components—
standardised sessions, volunteer involvement and early
intervention—of community-based palliative care pro-
grammes improve health outcomes such as home deaths,
hospitalisations and patient/caregiver satisfaction. We
found that quality of life-related outcomes proved more
difficult to improve with community-based palliative care
components. This finding differed from previous research
examining comprehensive community-based palliative
care programmes holistically, which found that such
comprehensive programmes can improve quality of life [7].
The few studies in the review herein examining the cost-
effectiveness of community-based palliative care programme
components were promising; however, more research is
needed on programme components’ cost-effectiveness to
better guide resource allocation to certain interventions (see
Table 4).

Standardised sessions stood out among the categories
of programme component types. Overall, quantitative
outcome measures, including home deaths, hospitalisations
and performance of activities of daily living scores improved
when community-based palliative care programmes had
established standardised sessions across disciplines. In
addition, the qualitative findings suggest that those working
within the community-based palliative care programmes
appreciated the support and knowledge transfer these

sessions provided. The research also suggests that these
sessions are relatively cost-effective. The one outcome
improvement exception from standardised sessions was
patient quality of life, which was not statistically different
across multiple studies.

Palliative care is intended to improve the quality of life for
seriously ill patients and their families [1]. However, several
studies in this review did not show significant improvements
in quality of life yet indicated improvements in other out-
comes such as hospitalisations or home deaths. One reason
for this result may be that quality of life is challenging
to measure and can encompass various aspects depending
on the individual conditions of a patient (e.g. disease and
values) [72]. In addition, the lack of improvements, coupled
with our previous finding that holistic community-based
palliative care programmes improved quality of life [7],
suggests that components alone do not move the needle on
quality of life. Rather, combining interventions to meet the
multiple needs of palliative care patients and their families
may be a necessary strategy to meet the goal of improving
lives through community-based palliative care.

Our review highlights the dearth of studies examining
the effectiveness of programme components in lower-
income countries. Of the 57 studies reviewed, 55 were
from high-income countries, one from an upper-middle-
income country (South Africa) [31] and one from a
lower-middle-income country (India) [48]. The two studies
that were not from high-income countries were qualitative.
That no quantitative studies examine the effectiveness of
community-based palliative care components in countries
other than high-income countries is problematic because the
effectiveness of community-based palliative care programme
components may be different when tested in resource-
constrained environments. With fewer health care resources,
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lower- and middle-income countries especially stand to
benefit from innovative community-based palliative care
programmes that use lower-cost components such as
volunteers or training family caregivers. Future research
should focus on implementing and examining community-
based palliative care components in low-income and
lower-middle-income countries.

Our review also revealed a gap in research that considers
key and vulnerable populations. For example, only about
5% of the studies included race/ethnicity in their analyses
and just 12% controlled for participant income levels. The
absence of research focused on these groups is not surpris-
ing, given that key and vulnerable populations are often
understudied and under-consulted in research [73]. There is,
however, more representation in community-based palliative
care component effectiveness studies of rural populations.
About one quarter of the reviewed articles focused on or
considered rural populations. This attention to rural areas
may be driven by the necessity to provide palliative care
services in locations where the distance to facilities may be
more significant and the availability of health care providers
scarcer [74].

Several of the components reviewed may help address the
scarcity of health care providers. For example, volunteers
helping to support palliative care patients and their fami-
lies can perform certain helpful tasks that would typically
fall to the nurses or social workers. Similarly, educating
members across the community-based palliative care team
and providing standardised sessions that allow for better
communication about patients help professionals beyond
physicians and nurses take on new tasks. Telehealth, where
providers deliver comfort care remotely [75], can also help
alleviate this issue.

While there has been increasing reliance on telehealth
for health care services during the COVID-19 pandemic
[76] and greater acceptance of technology among older
adults [77], few studies on telehealth are included here.
This is not surprising, given that hospice and palliative
care had slow telehealth adoption before COVID-19
[78]. Previous research with caregivers of individuals with
serious illnesses in the United States showed that having a
good internet connection, having access to video and the
patient being younger than 65 years old were associated
with greater telehealth satisfaction [75]. Designers of
community-based palliative care telehealth intervention
components should keep these characteristics in mind
to create telehealth-enabled solutions that can improve
access and quality for all seriously ill individuals and their
families.

Limitations

This study is limited in scope to peer-reviewed academic
literature and, as such, could be missing out on case reports
or other pilot programme findings. In addition, due to the
heterogeneity of the research methods across similar compo-
nents, we did not perform a meta-analysis to quantitatively

examine the community-based palliative care programme
component impact. Another limitation is that our study
assumed home death and fewer hospitalisations were positive
outcomes. While this is common in the literature examining
quality of end-of-life care [8–11], this does not consider that
some individuals may prefer the hospital over their home
and that a patient’s surroundings may be less about geogra-
phy and more about the social space (e.g. individuals with
whom they interact) [79]. Last, including only evaluative
studies eliminated potentially innovative approaches within
community-based palliative care. For example, descriptive
research on the benefits of including end-of-life doula care
[80] and clergy [81] on the community-based palliative care
team appear promising. Yet, to our knowledge, no evaluative
research has examined these roles at the time of this study.

Conclusions and future directions

This review found that certain components of community-
based palliative care programmes are effective, particularly
from a hospital utilisation, home death and patient/care-
giver satisfaction perspective. Such components may be cost-
effective, but more research is needed to draw firm conclu-
sions on their economic outcomes for specific payers (e.g.
patients, families, private and public insurers). There is a sig-
nificant gap in researching community-based palliative care
programme component effectiveness in low- and middle-
income countries. Furthermore, focusing interventions on
and examining outcomes for key and vulnerable populations
worldwide is a necessary research next step. We recommend
collaboration between researchers, health professionals and
policymakers to design, implement and test community-
based palliative care interventions to improve the evidence
base and, ultimately, quality outcomes for all seriously ill and
their families.
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